The International Classification of Functioning, Disability and Health (ICF) is intended to provide a framework for practitioners. A client-centred ICF-based assessment (ICF-A) was developed to be used by occupational therapists in problem identification. The aim was to evaluate the ICF-based assessment (ICF-A) focusing on the examination of its utility on the basis of occupational therapists´ perspectives regarding clinical relevance and potential for implementation. Eleven occupational therapists, most of whom worked in hospitals, performed in total 99 ICF-A based assessments and completed three self-reported questionnaires related to the utility of the ICF-A, resulting in a total of 121 questionnaires.
INTRODUCTION
One of the applications of the International Classification of Functioning, Disability and Health (ICF) is as a tool for clinicians (1) . However the ICF cannot replace occupational therapy models but rather complements current versions of them (2, 3, 4) . Since the ICF is a worldwide recognized health and health-related classification and aims to have an impact on health and social care systems and also to facilitate communication between professions, people with disabilities, organisations and countries it is crucial that different health professions are involved in the development and clinical application of the ICF (2,5,6,7).
The current study can be considered as an attempt to contribute to this development. For the present study, an ICF-based assessment (ICF-A) was developed by Haglund & Kjellberg (8) including all chapters and categories in the ICF component's activity and participation and environmental factors. ICF-A is intended to enable problem identification regarding the complex interaction between the individual and the environment and is based on operational definitions in ICF (1).
ICF-A

Theoretical background and purpose of the ICF-A
ICF (1) classifies functioning, disability and health from body, individual and societal perspectives on the basis of an integrated biopsychosocial perspective on health. The ICF contains the components of body functions (physiological and psychological functions of body systems) and body structures (anatomical parts of the body), activities (actions and tasks executed by the individual) and participation (involvement in a life situation). In addition, environmental factors that impact on all aspects of functioning are represented in the ICF. In the ICF, each component is divided into chapters and categories, which make up the unit of classification. Within each chapter there are two-, three-, or four level categories. (1) . The ICF-A covers all chapters and categories on level two in the ICF component's activity and participation and environmental factors. The purpose of ICF-A is to be a client-centred assessment that gathers data concerning problem identification in life areas in which the individual has resources and/or problems related to "activity and participation" and facilitators and barriers in the environment for "environmental factors". It is intended to be used in various clinical settings in the initial assessment when meeting a new client, namely, regarding problem identification. The ICF-A is not diagnosis-specific, but its use is limited to adults, who are defined as people aged 18 or older. When initially using the ICF-A, it is necessary to use the ICF (1) in order to learn and understand the definition of each component and category.
Development of the ICF-A
The development of ICF-A was conducted by a step-by step process of four phases: the planning, construction, evaluation and validation phases as described by Benson & Clark (9) .
The planning phase started with the formulation of the purpose of the assessment.
Furthermore, the target group was defined, that is, adults with various diagnoses. After that, a literature review in the area of available application instruments based on the ICF was carried out (9) . The result of this review motivated the development of a new assessment based on the ICF as there is, to the best of our knowledge, no available assessment that meets our demands for addressing all environmental chapters and categories in combination with all activity and participation chapters and categories as described in the ICF (1).
During the construction phase of the ICF-A, the client-centered approach was realized by including all chapters and categories on level two in the ICF component's activity and participation and environmental factors. Furthermore, the ICF-A gives the opportunity for the occupational therapist to involve the client in choosing and deciding assessment procedure, occupational performance area and activity/activities. This opportunity to include the client's perspectives and values enables client-centeredness and is crucial in the occupational therapy process (10) . Flexibility is essential when using assessments in clinical practice, and this is related to allowing the clinician the opportunity to modify and adapt the assessment occasion to meet the purpose of the assessment and the client's needs (11) . The component "environmental factors" covers the physical, social and attitudinal environment.
In the score sheet for the component "environmental factors" each category is rated as a facilitator or barrier for the occupational performance of the person. The score sheet for "activity and participation" is used to describe in which life areas the individual has resources and/or problems, that is, problem identification. For rating on the score sheet for "activity and participation", a 5-point rating scale (no problem, mild to moderate problem, severe problem, very severe problem and not applicable) is used. The first qualifier is used to describe the extent of the problem (1). It is important to take into consideration and rate all categories on the two score sheets to ensure client-centeredness (10) . Different assessment procedures can be selected including: self-assessment, interview, observation, a combination of interviewing and observation, interview with relatives, staff or other people who know the client, and use of registry data. Furthermore, the area of occupational performance and activity/activities (activities of daily living, work, education and leisure) must be specified on both score sheets (see Appendix 1).
The third phase is the evaluation phase, which includes evidence of qualities and several different forms of validity and reliability. The pilot version of the ICF-A was reviewed individually by a panel of experts in assessment development and ICF regarding content and the design of the assessment. The experts were asked to evaluate whether the ICF-A actually measures what it is claimed to measure (12) . The result of this face validity evaluation ended in minor adjustments to the ICF-A. The next step was to evaluate the utility of the ICF-A.
The utility refers to the overall value of the assessment to the user (11, 13, 14, 15) .
When examining the utility of an innovation, in this case an assessment in a practical setting, Polit and Beck (14,15) recommend a number of issues that must be taken into consideration, mainly the clinical relevance, scientific merit and the implementation potential of the assessment. The clinical relevance is described by the likelihood of the assessment being significant when making appropriate observations, supporting practitioners in decisionmaking and improving inter-professional communication. The scientific merit as described in the utilization process refers to the body of research available that addresses the same issue.
Regarding the implementation potential, several different aspects should be considered, in particular, the transferability, the feasibility and the cost/benefit ratio of the innovation, in this case, the ICF-A. The transferability refers to the value of implementing the assessment by addressing aspects of how well the assessment will fit in the new setting. The main issue regarding the transfer of an assessment is the congruence between the assessment and clinical practice in terms of the type of clients it serves, the financial and administrative structure, and the time needed to implement the assessment. The feasibility highlights various practical aspects that may affect the implementation, such as the availability of resources, the organization and the ability to perform clinical evaluation. The cost/benefit ratio refers to the costs and benefits of implementing the assessment, and is not included in the present study.
Accordingly, this study focuses on utility.
AIM
The current study is an evaluation of the ICF-based assessment (ICF-A) focusing on examination of its utility on the basis of occupational therapists' perspectives regarding clinical relevance and potential for implementation.
MATERIAL AND METHODS
Participant selection, procedure and administration of the ICF-A
The participants comprised of 11 occupational therapists, of which eight were working in hospital-based care (73%) and three in an outpatient psychiatric unit (27%). The participants were selected in association with the heads of a nearby healthcare-related administrative region. Inclusion criteria were occupational therapists working in hospital-based occupational therapy care and in an outpatient psychiatric unit with adult clients and attendance at a threehour-long introduction session including a lecture on the International Classification of Functioning, Disability and Health (ICF) (1) and instructions on how to use the ICF-A (8).
Twenty-four occupational therapists attended the introduction session and 18 occupational therapists consented to participate in the study. Seven of these 18 occupational therapists were later excluded from the study since they themselves chose to withdraw from it. The participants were asked to use the ICF-A when there was a need to assess activity and participation as well as environmental factors when meeting clients in their regular work.
During a period of three months, the occupational therapists were asked to use the ICF-A when assessing ten different clients. Eight occupational therapists performed ten assessments each, and three participants performed eight, seven or four assessments. In total, 99 assessments were performed by the 11 occupational therapists. This study was developed in accordance with the ethical guidelines of the Council for Research in Humanities and Social Sciences (16).
Self-reported questionnaires
Three self-reported questionnaires were developed to evaluate the utility of the ICF-A, following guidelines from Polit and Beck (14, 15) . The participants (n=11) completed the first questionnaire at the end of the three-hour introduction session, the second questionnaire after each performed client assessment (n=99) and the last questionnaire when the participants 
Data analysis
Descriptive statistics were used to describe the following: demographic data of the occupational therapist and the assessed clients, the frequency of categories in each component, time required for administration of the assessment, the occupational therapists perception of the ability to perform the assessments and choice of and benefit from choosing occupational performance area and assessment procedure. The data were analysed using SPSS software for Windows (17). To obtain an overall view of data the open-ended questions in the three questionnaires were read several times before the analysis started. The data were analysed using directed content analysis as described by Hsieh & Shannon (18) implying that the coding is based on predetermined categories. According to Polit & Beck (14, 15) utilization criteria are clinical relevance, transferability and feasibility hence these became the predetermined categories. Each answer in each questionnaire was searched line by line and coded. The coded data was examined and compared with the theoretical descriptions of the predetermined categories (14, 15) . The second author conducted the coding while the first and third authors served as peer-reviewers. Strategies for trustworthiness were considered. To increase the dependability of the study the analysis and coding of data into the categories were continuously discussed during the process and enabled a consensus to be reached among the authors (19) .
RESULTS
Characteristics of the occupational therapists and clients assessed
All of the participants were female (n= 11) and included individuals with a wide range of working years (range 1-28 years). All participants had the qualification of Bachelor of Science in Occupational Therapy. In addition, one had a Master's degree. Five participants had taken one or more postgraduate courses related to the workplace. Six of the occupational therapists performed assessments on a daily basis, and five participants did so several times during the week by using formal assessment. All but two occupational therapists stated that they also used informal assessments. The occupational therapists' responses showed that formal assessment instruments such as the ADL taxonomy (20) and the Worker Role Interview (WRI) were used (21) . Table I shows the characteristics of the clients that were assessed. (Insert Table I about here.)
Clinical relevance
Concerning clinical relevance, all of the occupational therapists agreed that there was a need for further assessment in the areas of environment, activity and participation. Five of the participants stated that using the ICF-A gave them more extensive knowledge about the factors that facilitate or hinder activity. Four of the eleven occupational therapists stated that the ICF-A consisted of a wide range of unique categories that are of relevance to occupational therapists in a clinical setting. However, all except two of the occupational therapists stated that they would not use the ICF-A in the future and that the assessment did not give them sufficient knowledge about the client. Six of the occupational therapists stated that the ICF-A was too broad and that many categories were not relevant in specific assessment situations.
The result furthermore indicated that the ICF-A gives knowledge about the client that is too superficial. One occupational therapist stated that the ICF-A "was too rough in some parts; it appears that the problem exists in a category but specifics are not given, for example, dressing involves many specific activities". All except one stated that the ICF-A did not affect their communication with other team members, the client and his/her relatives.
The most clinically relevant and frequently used category in the score sheet for "environmental factors" was Chapter Three on support and relationships. The most frequently used category in the score sheet for "activity and participation" were Chapter One on learning and applying knowledge and Chapter Four on mobility (Table II) . Recommendations for changes to increase the clinical relevance of the ICF-A were to reduce the number of categories. (Insert Table II 
Implementation potential
Transferability
The time needed to perform the ratings on the two score sheets decreased during the ten assessment occasions (Table III) . On 57% of the assessment occasions, the time needed to complete the score sheets for "environmental factors" and "activity and participation" was considered as reasonable. (Insert Table III "enabling it to be used on multiple clients". On 28% of the assessment occasions, the opportunity to choose enabled them to ensure that the activities being assessed were relevant and meaningful to the client. On 13% of the assessment occasions, the participants answered that they did not benefit from the opportunity to choose.
The assessment procedure used for ratings of the categories on the score sheets consisted of observation (59%), a combination of observation/interview (31%) and interview (10%). On 27% of the assessment occasions, the reason for the choice of assessment procedure was external conditions, such as location, and the context in which the assessment would be used. On 25% of the assessment occasions, the choice was based on what the occupational therapist planned to assess. One occupational therapist stated: "I planned to make an assessment in the morning so it was natural to observe how the person was doing to assess whether there were any difficulties". On 22% of the assessment occasions, the participants stated that their choice of assessment procedure was based on the need to obtain an integrated view about the clients' situation. The opportunity to choose the assessment procedure enabled the occupational therapist to ensure that decision-making was relevant to the client's unique circumstances on 59% of the assessment occasions. On 16% of the assessment occasions, the answers indicated that the participant did not benefit from the opportunity to choose assessment procedures. On 15% of the assessment occasions, answers showed that the opportunity to choose the assessment procedure enabled them to obtain a comprehensive understanding of the client's life situation.
Feasibility
The occupational therapists' perceptions of their ability to perform client assessment with the ICF-A changed in a positive direction across the ten assessment occasions. Table IV shows the occupational therapists' perceptions of their ability to perform client assessment (Insert Table IV about here). Six of the occupational therapists reported that their level of knowledge of the ICF was insufficient to use the ICF-A in practice owing to lack of time and experience.
The ICF (1) was useful when conducting the actual client ratings on 75% of the assessment occasions. One therapist stated that she used the ICF (1) "to check the meaning of each category". All of the participants had heard of the ICF, while eight participants had never used it before and two had used the ICF during their Bachelor studies.
DISCUSSION
The study was an evaluation of the ICF-based assessment (ICF-A) focusing on examination of its utility on the basis of occupational therapists' perspectives regarding clinical relevance and potential for implementation. The results of this study highlight the fact that the ICF-A is too broad and include too many categories. Furthermore, the participants suggested the need to reduce the number of categories to increase the utilization of the ICF-A. Another way to facilitate the use of the ICF in clinical practice is the development of core sets. Core set is a standard selection of ICF components, domains and categories designed to cover the most common aspects of functioning and disability from a particular diagnosis (22, 23) .
Nevertheless the development of a core set has been questioned for the tendency to focus on domains within body function and structure, and activity and participation (24, 25) . For example, in the core set for stroke, only 25% of concepts used are environmental factors. In addition, further studies have emphasized the need to consider all ICF components (26, 27) . The ICF-A can be regarded as such an example and be considered as a tailor-made assessment based on the ICF for occupational therapists (2,7).
The low level of clinical relevance that the occupational therapists gave the ICF-A, when they answered that they will not use the assessment in future, is a critical result.
However, this was a small study group and further studies with occupational therapists in different settings such as community care and primary care are needed. It can be asked whether ICF-A is more applicable and useful in these settings. This issue also requires future examination. In addition, to implement an innovation takes time; therefore, it is reasonable that influencing the professional language of occupational therapists is a too high aspiration since the study was only conducted over a period of three months. However, the large number of categories on the second level was considered as a disadvantage for the occupational therapists in this study and resulted in low implementation potential for the ICF-A. In the present study, no selection was carried out regarding categories in the component's activity and participation and environmental factors. This offers a client-centred approach since it allows the clients to make individual choices concerning which categories are most meaningful to focus on in the assessment Regarding the implementation potential the results showed that only one-third of the participants used the opportunity to choose an area of occupational performance on the basis of the client's experience when applying the ICF-A indicates that this must be monitored in the continued testing of the ICF-A. One question that needs to be posed is: Does the manual explain the idea that the ICF-A is a client-centred assessment sufficiently clearly?
If there are deficiencies in the manual, these must be resolved, since occupational therapists have to act in accordance with existing laws in Sweden (30, 31, 32) and the Swedish Code of Ethics (33) . The laws (30, 31, 32) ensure that the services provided are based on integrity and respect for the individual's right to self-determination which implies that the client actively participates in the occupational therapy process. Hemmingson & Jonsson (7) criticize the ICF concept of participation for lacking focus on the subjective experience of meaning. The subjective experience of participation affects the individual's experience of autonomy and self-determination which are important aspects to experience participation in daily activities.
Furthermore, Nordenfelt (34) questioned the fact that, with the support of the ICF one can describe participation only on the basis of the individual actual performance of an activity, resulting in the individual's subjective experience of performing an activity not being included. From an occupational therapy perspective, there is a need to consider the individuals' subjective experience of meaning when talking about participation (7).
Furthermore, concerning the implementation potential, the results of this study revealed that all of the occupational therapists agreed in the initial stage that there was a need for assessments in the areas of activity and participation, as well as environment, since these areas have not been extensively developed in occupational therapy. The result indicated that the time needed to perform the ratings on the two score sheets decreased notably from the first to the tenth assessment occasion. In addition, the time needed to complete the score sheets for "environmental factors" and "activity and participation" was considered as reasonable on 57% of the assessment occasions. Polit & Beck (14, 15) emphasize that the time needed to implement the assessment in clinical practice is crucial when considering utility. The decrease in time required to assess and document lends preliminary support to the transferability of the ICF-A.
Methodological considerations
Various methodological aspects of this study need to be taken into consideration. The small number of participants (n=11) The questionnaires were developed by following theoretical guidelines from Polit and Beck (14,15) regarding utilization, which also supports its face validity. Nevertheless, several studies need to be performed concerning utility, reliability and validity. The authors have applied available references and consider them to be sufficient to operationalize utility. It is likely that this knowledge will grow in occupational therapy in the future.
Conclusion
The evaluation phase is referred to as a continual process by Benson and Clark (9) and the development of the ICF-A is just in the initial part of this phase. The current study showed low utility in the practical application of the ICF-A and that the manual needs to be scrutinized by the authors and clarifications concerning the intentions of the client-centred approach must be improved. Further research will be needed to address the weaknesses that were identified in this study. Coming studies will focus on examining the utility of the ICF-A in a larger population based on occupational therapists in different settings such as community care and primary care and extend over a longer period than three months. In addition, further studies should also focus on its validity and reliability. Table I . Characteristics of the participants (n= 11). Frequencies (n) and percentages (%). Table II . Chapters and categories used in the components "environmental factors" and "activity and participation" in the total number of assessments (n=99). Frequencies (n). Table III . Time (in minutes) required for client assessment with the ICF-based assessment (n=99) and rating on the score sheets for "environmental factors" and "activity and participation". Mean (range). Table IV . The occupational therapists' perceptions on each assessment occasion about their ability to perform the ICF-based assessment. Frequencies (n) and percentages (%). Table IV . The occupational therapists' perceptions on each assessment occasion about their ability to perform the ICF-based assessment. Frequencies (n) and percentages (%).
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